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Abstract 

Introduction: Urogenital tuberculosis is a frequent disease in endemic countries. It is characterized by clinical 
polymorphism. The isolated urethral form is exceptional, even in countries with endemic tuberculosis. We present a 
rare case of urogenital tuberculosis in a man revealed by urethral narrowing and multiple urethro-scrotal fistulas. 

Case presentation: The patient, a Moroccan man, was 40 years old. He visited our hospital for a urology 
consultation and presented with dysuria, purulent discharge and a meatic penoscrotal fistula. A retrograde and 
voiding urethrocystography was performed and revealed an extended narrowing of the whole anterior urethra 
associated with multiple fistulous portions toward the scrotum and perineum. At this stage, we reached a diagnosis 
of nonspecific sclero-inflammatory urethral stricture with complicating fistulas. We decided to perform a 
urethroplasty enlargement to clear the narrowing urethral sinus tracts. The evolution was marked by delayed 
wound healing associated with the persistence of fistulas extending into the corpus cavernosum with purulent 
discharge. It was at this point in the treatment that we suspected tuberculosis. Multiple biopsies were then 
performed on the periurethral tissue and fistula tracts. The histological examination confirmed urethral tuberculosis 
and showed the presence of giant cell epithelial lesions with caseous necrosis characteristic of tuberculosis. The 
treatment for tuberculosis was immediately established and the evolution was marked by a localized, rapid and 
significant improvement. A second-stage urethroplasty was scheduled for two months after the start of his 
antituberculous treatment. 

Conclusions: Urogenital tuberculosis is common, but isolated urethral involvement is very rare even in countries 
with endemic tuberculosis. We urge practitioners, and especially urologists, to consider the disease in their 
investigation whenever given clinical signs are declared. 
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Introduction 

Urogenital tuberculosis (TB) is a frequent disease in 
endemic countries. It is characterized by clinical poly- 
morphism. The isolated urethral form is exceptional, xeven 
in countries with endemic tuberculosis. We present a rare 
case of urogenital tuberculosis involving an isolated urethral 
form in a man revealed by urethral narrowing and multiple 
urethro-scrotal fistulas. We discuss the diagnosis and treat- 
ment considerations and review the literature. Finally, we 
recommend that practitioners consider the disease in 
endemic countries based on clinical features. 
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Case presentation 

The patient was a 40-year-old Moroccan man who had 
been vaccinated with bacillus Calmette-Guerin (BCG). 
He did not have any signs of previous TB infection or a 
history of sexually transmitted infections. The patient 
visited our hospital for a urology consultation and 
presented with dysuria, purulent discharge and a meatic 
penoscrotal fistula that had developed over a one-year 
period. The physical examination at admission found 
nodular lesions, urethral induration on the urethral path 
extending laterally to the cavernous bodies with multiple 
fistulas, and penoscrotal pus excretion (Figure 1). The 
external genitalia examination, testis, epididymis and 
ductus deferens, were without remarkable signs. His 
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Figure 1 Multiple fistulated penoscrotal orifices with 
pus excretion. 

. ' 



prostate volume was normal with a soft consistency. His 
prostate volume was normal with a soft consistency. 

The initial biological assessment revealed an inflam- 
matory syndrome corresponding to a sedimentation 
speed of 80 associated with a urinary tract infection with 
Escherichia coli susceptible to fluoroquinolones. First, 
the patient received antibiotherapy based on ciprofloxa- 
cin and benefited from urinary drainage by suprapubic 
catheter. A retrograde and voiding urethrocystography 
(UCG) was then performed and revealed an extended 
narrowing of the whole anterior urethra associated with 
multiple fistulous portions toward the scrotum and peri- 
neum. The bladder control showed a bilateral secondary 
vesico-ureteric reflux (Figure 2). At this stage, we reached a 
diagnosis of nonspecific sclero-inflammatory urethral stric- 
ture with complicating fistulas. After six weeks of urinary 
drainage and antibiotherapy, we decided to perform a 
urethroplasty enlargement to clear the narrowing urethral 
sinus tracts (Figure 3). 

The evolution was marked by delayed wound healing 
associated with the persistence of fistulas extending into 
the corpus cavernosum with purulent discharge. It was 
at this point of the treatment that we suspected TB and 
we carried out a biological assessment in this regard. His 
test result for Koch bacillus (BK) in the urine was negative. 
His tuberculin assessment result was positive. Multiple 



Figure 2 Urinary retrograde and voiding urethrocystography 
shows an anterior narrowing of the urethra with infiltration of 

the contrast agent in the sinus trajectory. 
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biopsies were then performed on the periurethral tissue 
and fistula tracts. 

The histological examination confirmed urethral TB 
and showed the presence of giant cell epithelial lesions 
with caseous necrosis characteristic of TB. The treat- 
ment for TB was immediately established and marked 
by a localized, rapid and significant improvement. A 
second-stage urethroplasty was scheduled for two 
months after the start of his anti-TB treatment. 

Discussion 

Urogenital localization is the second most common 
localization of extrapulmonary TB [1]. It might affect all 
urogenital tracts, with severe consequences as it may 
adversely affect renal function through the urological 
tracts as well as introduce genital damage that would 
harm the genital and sexual functions including the epi- 
didymis, the vas deferens channels, and the ejaculatory 
ducts, leading to impaired fertility conditions such as 
excretory azoospermia. 
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Figure 3 Peri-operative picture shows the flattening of the 
urethra and fistula trajectory. 



Isolated urethral involvement is very rare. The infec- 
tion pathway is essentially through a spread from a 
neighboring contaminated site, which is often the pros- 
tate. This explains the frequent association of prostate 
and urethra affection. However, BK affection of the ur- 
ethra spongy body through blood is possible [2-4]. It is 
probable that the stasis of urine infected by KB in the 
urethra has a major role in developing urethral TB [1]. 
The isolated urethral form of TB, as was the case with 
our patient, is rare [5,6]. 

The clinical profile is often nonspecific and confusing. 
The urethral affection might occur in the acute form of 
acute urethritis associated with severe prostate or sem- 
inal vesicle involvement in men, or it may evolve into a 
chronic form of urethral narrowing with a sclero- 
inflammatory mode that is often extended and associ- 
ated with unusual multiple fistulas [6,7]. 

Sometimes, the diagnosis is suspected after an initial 
full voiding, as was the case with our patient, since 
fistulas are still persistent despite urinary drainage, and 
urethra and fistula clearing. The diagnosis is highly 
suspected in a patient with TB contagion signs, previous 
TB infection or those known to be active TB carriers. In 
addition to retrograde and voiding UCG, allowing 



exploration of the extent and severity of urethral lesions, 
it is essential to investigate the rest of the urogenital 
tracts, possibly targeting other localizations such as by 
renal ultrasonography, intravenous urography, uroscan, 
and so on. 

The diagnosis is confirmed by the biological and/or 
the anatomopathological assessments. Indeed, the urine 
culture confirms the diagnosis when it is used to isolate 
acid-alcohol-resistant bacilli-resistant species (AFB). 
However, this test is rarely positive. Thus, it is essential 
in the case of strong suspicion to achieve a culture from 
the urine sample on a specific medium (Lowenstein), 
this allows confirmation of the diagnosis and identifica- 
tion of the sensitivity to the anti-KB bacilli. The draw- 
back of a bacilli culture is that it takes eight weeks, 
which is very long time. The AFB identification in the 
urine by polymerase chain reaction (PGR) is faster and 
takes 24 to 48 hours with a sensitivity ranging from 48.5 
to 95% and a specificity of 98% [8]. 

Newer immunoassay assessment techniques based on 
quantifying interferon gamma production by memory T 
cells from the patient are still in the evaluation stage. 

Anatomopathological examinations of periurethral 
scar tissue and fistula tracts are very specific to TB when 
they reveal epithelioid granulomas with giant cell case- 
ous necrosis. 

The treatment is based on a poly-antibiotic anti- 
bacillary regimen lasting at least six months. This 
medical treatment must be completed six to 12 
weeks before any surgical intervention. This allows 
prevention of the reactivation of latent forms in scar 
tissue and dissemination of BK in healthier tissue 
during surgery [6,9]. The remaining treatment of 
strictures has to be similar to nonspecific forms. It is 
preferred that expansion is achieved via urethroplasty, 
considering the prominent fibrosis that is often found 
in the urethra and other severely affected urethral tissues. 

Conclusions 

Urogenital TB is common, but isolated urethral involve- 
ment is very rare even in countries with endemic TB. 
We suggest considering urethral TB before a non- 
specific urethral stricture in patients living in endemic 
area of TB. We suggest considering urethral TB 
before a urethral stricture in patients living in endemic 
area of TB. 



Consent 

Written informed consent was obtained from the patient 
for publication of this case report and any accompanying 
images. A copy of the written consent is available for 
review by the Editor-in-Chief of this journal. 
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